
The symptoms of cystitis ameliorated decidedly after wash-
ing the bladder with a solution of boracic acid, and after three
daily applications of this treatment it was impossible to de-
tect the A. aceti in the urine.
At the suggestion of my assistant, Dr. J. Hamilton

Small, I obtained a specimen of urine from this patient's
wife and to my surprise found it to contain the A. aceti.
On questioning Mrs. K., I learned that she had been
using vaginal injections, to each of which she had added
a small quantity of vinegar, with the object of preventing
conception. I was not permitted to catheterize Mrs. K.,
although at this time she too suffered from the symptoms
of acute cystitis.
Among the five reported cases of infection of the blad-

der by the A. aceti, four of them presented the symptoms
of acute cystitis, and in three hematuria was an early
symptom. Albuminuria, when present, was due to an

admixture of blood. In all the reports examined the
symptoms of cystitis have subsided with the disappear-
ance of the A. aceti from the urine, and in all, the course,
while acute, was of short duration.

COMPLETE REMOVAL OF FAUCIAL TONSILS.
OVIDUS ARTHUR GRIFFIN, B.S., M.D.

Examining Eye and Ear Surgeon, U. S. Bureau of Pensions.
ANN ARBOR, MICH.

Aside from a broader knowledge of detail that results
from a repetition of facts, it would be superfluous on
this occasion to give an extended discussion of this sub-
ject, but, inasmuch as unanimity of opinion does not
obtain throughout the profession as to the proper method
of treatment of diseased faucial tonsils and the best mode
of their removal, and being desirous of presenting a

method which has proven satisfactory in my practice, I
wish to direct attention to the following facts.
Owing to their intermediate position between the

mouth and pharynx and their glandular structure, the
faucial tonsils frequently become infected and chronic-
ally diseased by the passage of food or foreign matter
into the ramifying glandular ducts which open on their
exposed surface, and after a time their function of

Fig. 1.—Dr. Griffin's tonsil scissors.

pharyngeal lubrication becomes so perverted that the
ducts and glands finally become distended and indurated
by the retention of a caseated secretion, composed mostlyof desquamated epithelium, leucocytes and micro-organ-
isms. The resulting ptomains of decomposition per-
meate the surrounding lymphatic system, leading to
chronic inflammation of adjacent pharyngeal structures
and often evidencing its systemic effect by the produc-
tion of rheumatic symptoms. ,
Under these circumstances it would seem that only

one method of treatment would be considered, but a pe-
rusal of many books on the subject indicates that pallia-
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tive measures in the form of gargles, sprays and applica-
tions to the distended ducts constitute the rational
course of treatment. If there be a broad and devious
path that leads to disappointment, both to the patient
and attending physician, the above procedure which at-
tacks the disease only superficially, or a partial removal
of the tonsils, certainly points the way. On the contrary,
however, a total extirpation of the tonsillar tissue offers
naught but an ultimate cessation of both local and sys-
temic derangements, and no one more fully appreciates
this fact than I who was compelled to undergo operations
by three different laryngologists before the tonsils were
completely removed and a train of distressing symptoms
permanently relieved.

Fig. 2.—Enlarged Lacunar
Tonsils.

• Fig. 3.—Separating anterior,
pillar.

In common with the experience of fellow-laryngolo-
gists, I realized that with the armamentarium which
obtained until a few years ago it was impossible to effect
a complete operation until an instrument was devised
whereby the adherent pillars could be separated from the
tonsillar tissue, preliminary to its removal, especially

when the tonsils were submerged. Thus it
was, and still obtains in the practice of
the unskilled, that in a majority of the
cases there was a "recurrence" of tonsils,
or, as the laity put it, "the tonsils grew in
again," while the unfortunate sufferer ex-
perienced little or no improvement in his
condition. To the informed, however, it
is evident that the faucial tonsils do not
recur after complete removal, and that
the return of former symptoms is due

to a retention of some of the originally diseased tissue.
How often in advising a removal of tonsils for the
correction of a pharyngeal or aural disorder have I
witnessed that expression of mingled surprise .and dis-
gust as the unfortunate patient replied, "Why, I had my
tonsils removed by Dr. Blank and he charged me $10."
Thus it was, prior to a few years past, that the operation
was regarded by both the laity and general practitioner
as a simple procedure which any one could perform, but
with improved instrumentation and details of technic
the complete removal of tonsils is now justly regarded
as a serious and exacting operation which demands as
much dexterity and skill as any major procedure to
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secure proper results, and the compensation should be
accordingly remunerative.

IMPROVEMENT OF TECHNIC.

Realizing the limitations of the knife, tonsillitome, and
snare, several years ago, I devised a pair of scissors
whereby the pillars could be severed from the tonsil, but
even then I could not in all instances completely remove
the base of submerged tonsils or the tissue which obliter-
ated the supratonsillar space between the anterior and
posterior pillars until I finally produced the present
form of scissors (Fig. 1). By means of this device the
complete operation of separating the adherent pillars and
removing the entire tonsil, either right or left, can be
effected by the use of a single cutting instrument, as
shown in the illustrations.
Figure 2 pictures a characteristic throat in which the

left tonsil is hypertrophied and the ducts distended,
while on the opposite side are located the remains of an
unskilful operation or the tonsil may represent a sub-
merged variety. It will be observed that the edges of the
anterior pillars are darkened (reddened), showing that
a chronic form of inflammation exists behind them

deep, empty tonsillar fossa which is more readily shown
by a retraction of the anterior pillar (Fig. 3). In the
remaining cuts, the details of the procedure are fully
illustrated. When traction is applied to an adherent or
submerged tonsil, the attached pillars are also drawn
toward the median line so that the base of tonsil can not
be reached until the pillars are severed from the tonsillar
tissue. In Figure 3 the anterior pillar is being sepa-
rated by means of the scissors, although a curved knife
may also be employed, but dense tissue can not be as

effectually cut. The dotted line indicates position of
base of tonsil to which point the pillar must be loosened.
After the anterior pillar is separated (Fig. 4), the

traction forceps are changed so that the tonsil is drawn
forward and outward, when the posterior pillar is easily
severed (Fig. 5).
After both anterior and posterior pillars are separated

as illustrated in Figure 6, the opposite angle of the
mouth is retracted by an assistant and the tonsil is
strongly drawn from its fossa toward the median line,while the scissors are introduced into the supratonsillar
space and pushed in deeply so as to reach the base of the

tonsil before beginning to cut. In this manner the cav-
ity will be left smooth and clean. The incision is con-
tinued downward until the whole base of tonsil is sepa-
rated. In some instances matters may be facilitated
by reversing the scissors and cutting upward from the
bottom after the supratonsillar attachment is separated,
or they may be introduced from the front and the pillars
pushed away by the flat surface of the scissors, while the
curved portion is forced deeply into the tonsillar fossa
to reach the base of tonsil and complete the operation.
In many cases, owing to gagging movements of the
patient, it may be necessary to remove the tonsil in sev-
eral pieces, but in favorable instances the whole mass
can be separated at once.
In regard to the occurrence of hemorrhage, it has been

my experience that the bleeding from a complete removal
of the tonsils is not more profuse than when a partial
extirpation is effected, inasmuch as the remaining soft
tissues are favorable to a prompt contraction and re-
traction of the severed blood vessels, while an indurated
mass which often remains after a partial removal tends
to prevent a closure of the vessels and thus favors pro-
longed hemorrhage.

COCAIN CATAPHORESIS IN SURGERY.
D. T. QUIGLEY, M.D.
NORTH PLATTE, NEB.

General anesthesia is dangerous and should be avoided
in every case possible. Not only the immediate effects,
the chance of sudden death, but the after effects on the
kidneys, heart, etc., must be carefully considered by the
surgeon who has the best interests of his patients at
heart. The subject of local anesthesia in surgery is
much neglected by those who make a specialty of the art.
I believe that nearly half the operations performedcould be done with my method of cocain cataphoresis

and with much greater safety and less worry to both
physician and patient. I have used the method for re-
moval of tumors of the breast, removal of lip for cancer,
and in operations for hernia, hemorrhoids, birthmarks,
moles, and epithelioma. In fact, it may be used for
any operation that does not involve the great cavities of
the body or the hollow organs or when the part to be
operated on is not too far from the surface to be reached
by the cocain.
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